Introduction
Community and primary care nursing have developed quite independently in the UK and the two groups of nursing staff continue to be managed and work separately (Damant et al. 1994 , Hennessy 1997 , McDonald et al. 1997 . Since the establishment of the National Health Service (NHS) general practitioner (GP), hospital and community services have been organized and managed separately and until relatively recently very few nurses have been employed within general practices. Since the mid-1960s increasing numbers of nurses have been employed and managed by GPs although 70% of their salary costs are reimbursed by the NHS (Koperski et al. 1997) . In contrast, community nurses have been employed directly by the NHS, and more recently by NHS Trusts with specific responsibilities for community health services. This difference in employers has implications for their management, roles, employment conditions and continuing professional development (Jenkins-Clarke et al. 1998 , Williams & Sibbald 1999 .
Over the past two decades there have been particularly rapid changes in the numbers and roles of nurses working in general practice and community based settings (Broadbent 1998) . MacDonald et al. (1991) have pointed to recent changes in the role of community nurses occurring as a result of earlier transfer of patients from hospital and of broader changes in general practitioner services. At the same time, there has been a major expansion in the number of nurses working in general practice and their role now includes health promotion and chronic disease management (Eve et al. 2000) . New specialist roles have developed for nurses working in both general practice and in the community (Jones & Mullee 1995 , McDonald et al. 1997 , JenkinsClarke et al. 1998 , Reveley 1998 .
The 1997 White Paper The New NHS: Modern. Dependable proposed major changes in the organization of primary and community health care services (Department of Health 1997), including the establishment of Primary Care Groups (PCGs). These groups serve localities of approximately 100 000 people and have responsibility for developing primary and community health care services and improving the health of local people. PCGs were established with the intention that health care professionals (including nurses) would be in the Ôdriving seatÕ in planning and implementing service developments. While primary care group boards are dominated by GPs (with seven GP and two nurse members) board membership offers nurses a voice in policy formulation at the local level. Initially 481 PCGs were set up as sub committees of local health authorities. Over time it was envisaged that their level of responsibility would increase until they achieved Primary Care Trust (PCT) status with responsibility for directly providing primary and community health services and for commissioning hospital care.
The introduction of Primary Care Groups and Trusts (PCG/T) signalled a shift away from the market approach which had characterized the health care reforms of previous conservative governments (Bartlett et al. 1998) . The reforms emphasized the need to reduce inequalities in health and inequities in service provision, to break down interprofessional boundaries, to foster multiprofessional and interagency communication and to co-ordinate care delivered by different professional groups. The separation of general practice and community services was perceived as a factor leading to service duplication, fragmentation and inefficiency and to inconsistent and discontinuous care for patients and the White Paper called for their integration.
Primary Care Groups have been charged with the task of implementing policies to ÔmodernizeÕ primary and community care. These include promoting co-operation and partnership between general practices in order to reduce variation in services, improving access and extending the range of services available in primary care. Groups also face the task of integrating community and primary care to provide more seamless care for patients. These policy objectives have been reiterated in the more recent NHS Plan (Secretary of State for Health 2000).
This modernization agenda has direct and far-reaching implications for nurses (as clinicians and managers) working in both primary and community care. First, initiatives to improve access and increase the range of services available in primary care are likely to involve nursing staff. Innovations in this area include telephone advice and triage, personal medical services (PMS) pilot schemes, walk-in centres and minor injuries clinics. Where new services have already been established they have often been delivered by nurses (Jones et al. 1998 , Wilkie & Logan 1999 , Chapple et al. 2000 , Jones 2000 , Lattimer et al. 2000 . However, many such schemes were set up in response to GP recruitment problems and increasing patient demand, rather than as a planned development of nursing services and roles. Such initiatives are likely to increase with the advent of PCG/Ts. Secondly, the drive to increase collaboration between general practices is also likely to involve nurses. Nurses with specialist skills are a valuable resource within primary care and could potentially work across practices. Finally, the integration of community and primary care services is likely to have an impact on the future of both practice and community nurses. In some areas models of partnership and integration are already being developed but there is no template for successful integration and there are likely to be a range of local approaches (David & Hopkins 1998 , Galvin et al. 1999 . Potentially, as part of integration, community and practice nurses will be employed by the same employer and will have common management structures. Arguably, joint, multiprofessional community and general practice records are fundamental to successful integration (Clark & Mooney 1999) . All of these developments are likely to have an important impact on nursing roles, training and conditions of service. Nurses, as part of the wider constituency of staff working in community and primary care settings, thus have a key role in developing and implementing the modernization agenda set out in the White Paper (Department of Health 1997).
Primary Care Groups have now been established for 2 years and many are seeking, or have already achieved, Trust (PCT) status. It is now timely to consider how they are going about delivering these policy changes.
In this paper the focus will be on the role of nurses in service modernization and issues arising from the proposed integration of primary care and community services. The following questions will be addressed:
• Have nurses working in community and primary health care been consulted by PCGs with respect to changes that are likely to affect them? • How much impact has consultation with nurses had on the development of PCG/T policy? • How are PCG/Ts going about increasing collaboration, improving access and extending the range of services in primary care, and do initiatives involve nurses? • How are PCG/Ts tackling the integration of community and primary care nursing?
Methods

The National Tracker Study
The data presented in this paper are drawn from the second of three, national surveys of a 15% (72) sample of the 481 PCGs established in 1999. The work has been funded by the Department of Health and is still in progress (the third survey will take place in Spring 2002). The broad aims of the study are to describe the way that PCG/Ts are tackling their core functions and to evaluate their progress. Methods have been described in detail elsewhere (Wilkin et al. 2000) In brief, in this longitudinal survey of PCG/Ts survey methods were selected as they allow data to be collected in a standardized form from relatively large numbers of respondents. Data collection methods have included face-to-face and telephone interviews with PCG/T board members and postal questionnaires supplemented by local health care statistics and PCG/T reports and other documentation. The 72 PCG sites included were a stratified random sample of all PCGs in England and are broadly representative of all PCGs in terms of a number of criteria (e.g. local levels of deprivation and the size of the populations served by PCGs). The sample size was the largest achievable within resource constraints (Wilkin et al. 2000) . The board members surveyed and the methods of data collection used have varied at different data collection points to take account of emerging policy issues and resource constraints (e.g. telephone interviews replaced face-to-face interviews in the second survey).
The first survey carried out in the winter of 1999 included interviews with PCG chairs and chief officers and postal questionnaires to board members, including nurse representatives. Results from the first tracker survey have been described elsewhere (Wilkin et al. 2000) . One of the key findings from this survey was that PCG chief officers and chairs were perceived as being the most influential board members in terms of PCG decision-making. A second important finding was that the development of primary care services and achieving PCT status were identified as the key tasks for the year ahead (Wilkin et al. 2000) . These issues are likely to have important implications for nurses working in primary care settings. Many new services in primary care are likely to be delivered by nurses and the achievement of PCT status in many cases implies the integration of community and primary care nursing.
In this paper, results are derived from the second survey which took place in the late autumn of 2000. At this time, for reasons of economy, only selected board members were surveyed and the sample did not include individual GP and nurse board members. As part of the second survey, telephone interviews were carried out with PCG/T chairs (predominantly GPs) and chief officers. Arguably, these are the most influential board members in terms of policy development, including those developments which are likely to have an impact on nursing staff. As part of these interviews respondents were specifically asked about consultation with nurses working in primary care settings, the development of primary care services involving nursing staff and the key issue of the integration of community and practice based nursing staff.
Results
Full details of the response rates to the second tracker survey are set out elsewhere (Wilkin et al. 2001) . By the autumn of 2000, two of the original 72 PCG/Ts included in the sample had merged. Response rates to the telephone interviews were 97% for both the PCG/T chairs (69/71) and chief officers (69/71). Complete data were available for most questions. Results will be presented under headings relating to the questions set out in the introduction.
Consultation with and impact of nurses on PCG/T policy development
Interviews with chairs covered the topic of consultation with nurses on key policy issues including service development and commissioning, prescribing, clinical governance and workforce integration.
Almost two-thirds of chairs (42, 64%) thought that nurses' views were well represented in PCG/T discussions, 22 (33%) that nurses' views were represented moderately well and only 2 (3%) that nurses' views were not well represented. Most PCG/Ts claimed to have consulted local nurses about key areas of policy and service development (Figure 1) .
Whether or not PCG/T consultation with nurses actually affects decision making in PCG/Ts is another issue. Over half of the PCG/T chairs (35, 54%) thought that attempts to consult with nurses had been effective, 26 (39%) that they had been moderately effective and only 4 (6%) thought that attempts to consult had been ineffective.
Where nurses had been consulted, chairs assessed the impact of consultation on decision-making (Table 1) . Table 1 indicates that where nurses had been consulted (overall, in approximately 80% of PCG/Ts) the impact on decisions was variable. With regard to prescribing, for example, the impact of nurses was generally regarded as being limited or moderate, whereas nurses appeared to be having an important influence on decisions around clinical governance.
Developments to improve services, increase collaboration and improve access
Primary Care Groups and Trusts have an important role in primary care service development through increasing collaboration between local GP practices, promoting service developments to improve access and increasing the range of services available in primary care. In 57 areas (85%) investment in nursing was rated as a high or very high priority for the PCG/T. Nurse-led services were already up and running in 41% (28) of areas and were planned in 29% (20). Of the 28 established schemes, in 14 cases developments were a result of PCG/T activity. In 18 areas (26%) specialist nurse posts had been established and new specialist posts were planned in 33 (48%). In more than half of the areas (38, 55%) where posts had been established or planned, developments had been initiated by the PCG. There were also plans to employ nurse practitioners in many areas: such posts already existed in 19 areas (28%) and new posts were planned in almost half of the PCG areas (33, 48%). Primary Care Groups played a part in initiating developments to employ nurse practitioners in 38 (55%) areas.
In addition to services that were explicitly nurse-led, chairs indicated that a range of other new services was underway or planned, many of which were likely to be delivered by nurses. These included walk-in treatment centres, telephone advice lines and improved facilities for the treatment of minor injuries. Many new developments had occurred as a direct result of PCG/T activity. For example, walk-in treatment centres had already been set up in six PCG/Ts and a further 12 areas had definite plans to introduce new centres. Of these 18 existing or planned developments, eight had been initiated by the PCG/T. Thirty-three (62%) of the personal medical services pilot schemes reported included nurseled services.
Figure 1
Percentage of PCG/T chairs saying that community and primary care nurses had been consulted regarding specific policy issues: commissioning services, 50 (76%); primary care development, 54 (82%); health improvement, 58 (88%); prescribing, 46 (70%); clinical governance, 59 (89%).
Many PCG/Ts had promoted schemes to increase collaboration between local GP practices. Nurses with specialist skills were increasingly working across practices. In 43% of areas (30) specialist nurses were already working in more than one practice and in 26% (18) there were definite plans to increase this type of collaboration. Of the existing collaborative arrangements or planned schemes, 26 (38%) had been initiated by the PCG/T.
Integration of the community and primary care nursing workforces
Results from the interviews with PCG/T chief officers suggest that service integration is a key issue for PCGs as they move towards Trust status. Fifty-one of the chief officers (74%) mentioned the integration of the nursing workforces as one of the three most important reasons for becoming a Trust. The majority (58, 84%) were planning to provide community nursing services so that the PCT would become the employer of community nursing staff.
The levels of support for seeking Trust status amongst local community and primary care nurses varied. It was generally perceived that most nurses supported the idea. No chief officers perceived that local nurses were totally opposed to the scheme, 23 (35%) perceived that there was moderate support for seeking changed status and 40 (63%) that local nurses positively supported moves towards becoming a Trust. Three respondents said they did not know whether or not a change in status was favoured by nursing staff.
In many areas, schemes were already underway or planned to integrate the work of practice and community nurses (Table 2 ).
In most of the areas, practice and community nurses were still being managed separately but almost a third of areas were moving towards common contacts and common management. In a minority of areas (18, 26%) there were no initiatives underway or planned to promote the integration of community and nursing staff.
Conclusions
In this paper we have drawn on interviews with chief officers and chairs from a sample of PCG/Ts. Overall, the sample was not large, although it represented 15% of all English PCG/Ts and response rates were high. However, as leading figures within the organizations it is arguable that chairs and chief officers would take a more positive view of the work of PCG/Ts and the level of support for it than others outside the board. There is also some evidence that within PCG/T boards different group members may not share the same priorities and these priorities, in turn, may differ from those of local health care staff outside PCG/T boards (Lucas & Bickler 2000) . It is possible that the views of PCG/T chairs and chief officers may have differed from those of nurse board members. This may well be true, however, evidence from the first Tracker survey suggests that the former are likely to be the most influential in terms of policy developments and this is likely to apply to policy relating to nursing issues as well as other areas. Thus, despite limitations, our study provides useful evidence of the early activities of these new organizations and the implications for nurses and nursing.
The fact that nurses are represented on boards and that efforts are being made to consult nurses working in the locality seems a positive step. Chairs of PCG/Ts felt their attempts to consult with nurses had been mainly effective, with consultation taking place on key issues in local health policy development. Nurses now have mechanisms to contribute to policy formulation in primary and community health care. As Fatchett (1998) has noted Ô… in their own interest nurses have to be engaged in the changes that are taking place, and which will shape their role and the way it interacts with others in society. Passive indifference or sullen opposition are not options…Õ (pp. 157-158) . Nurse representation on PCG/T boards offers an opportunity to nurses. It is possible that the dominance of GPs within boards may constitute a threat. However, PCG/ T decision-making is not driven by personal and professional factors alone. Decision-making is taking place within the context of a local health services infrastructure and a national policy agenda. The influence of any individual board member is likely to be tempered by this broader framework. The introduction of PCGs has increased opportunities for nurses to develop new roles and services. In many areas new nurse-led services had been planned or were already underway and many schemes had developed as a result of PCG/T activity. These initiatives to improve access and to extend the range of services may present many opportunities for nurses although their implications for individual nurses are likely to vary. Some nurses may be expected to take on new work without appropriate recognition (in terms of pay or promotion) or without being able to shed any of their existing workload and some may feel ill-prepared to take on new or extended roles. One implication arising from the development of new specialist posts may be an increasing differentiation in roles. These specialist roles potentially offer nurses opportunities to develop new skills, work in new areas and deliver improved services to patients but may lead to problems with communication and co-ordination and less holistic care.
The trend towards integrating community and practice nursing was strong. Community and practice nurses are meeting and training together, and in some areas common management structures and contacts have been introduced. These findings raise questions which we have not been able to address. Qualitative work is needed to examine in detail the views of community and practice nurses on integration. There seems to be general support for integration amongst nurses although it is not yet clear what difference it will make. Whether service integration represents a threat or an opportunity for nurses begs the question of what exactly is meant by integration. In the past, in situations where nurses have worked in integrated teams, integration may not have been initiated by nurses (Goodman 2000) . At the same time, in situations where nurses have been managed separately there has, nevertheless, been some collaboration. Most community nurse already have access to their patients' general practice records, and many share premises with practice nurses and general practitioners. Closer working between community and practice nurses may mean improved care for patients with greater consistency and less duplication. It is not yet clear whether integration will increase medical control over nursing or, conversely whether it will strengthen nursing control over professional and service developments in primary care.
Primary Care Groups and Trusts are charged with the tasks of implementing the integration of community and primary care, improving health, developing services and commissioning care. Their establishment offers nurses a broad range of opportunities: to develop new skills, roles and responsibilities, to collaborate with other health care providers and to improve the range and quality of care available to patients. General practitioner dominance of PCG/Ts and the possibility of role fragmentation may pose threats to nurses and it is important that service developments are adequately planned and resourced so that nurse-led services are not regarded as a means of plugging the gap left by GP recruitment problems. It is vitally important for nurses to seize the opportunities available to them by taking a leading role in planning and implementing any changes that affect them or their patients.
